


PROGRESS NOTE

RE: Joyce Yaniro

DOB: 06/24/1937

DOS: 02/09/2023

HarborChase MC

CC: Multiple complaints.
HPI: An 85-year-old with advanced to end-stage Alzheimer’s disease is seen today she is in her manual wheelchair that she propels right up to me and just starts in talking the content was random but it included things that are wrong with her or things that are wrong around her and she just needs somebody to help her. The patient is tended to by staff for personal care. She is able to propel herself in a manual wheelchair, feeds herself, and she certainly voices her needs when they occur. The patient has anxiety disorder is treated with ABH gel routinely 1 mL t.i.d. and has generally done well with that. She remains alert and gets around but is less anxious and less needy of other people’s time. Today, she stopped and spent time with her but she was not able to tell me specifically what was going on except that she just did not feel good that she knows she does not feel good, etc.

DIAGNOSES: Moderately advanced Alzheimer’s disease, anxiety disorder, which had been stable, DM II, HTN, wheelchair bound since a left femur fracture and pain management.

MEDICATIONS: ABH gel 2/25/2 mg/mL, 1 mL topically t.i.d., Zoloft 50 mg q.d., Norvasc 10 mg q.d., Lasix 40 mg q.d., Effer-K 10 mEq q.d., metformin 1000 mg b.i.d. a.c., metoprolol 50 mg q.d., oxycodone IR 5 mg b.i.d., and Actos 45 mg q.d.

ALLERGIES: GLIPIZIDE and NTG.

DIET: NCS.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Petite and frail appearing older female propelling herself around wheelchair not with the usual speed or energy level that she usually does.

VITAL SIGNS: Blood pressure 117/61, pulse 77, temperature 97.1, respirations 16, O2 saturation 92%, and weight 112.4 pounds, which is a weight loss of 6.6 pounds since 01/12/2023.
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NEURO: Makes eye contact is verbal but random and tangential in speech, at times difficult to understand. She did not stay focused but was cooperative with being with me and talking. Denied pain, constipation, dysuria, and could not answer questions as to are you sleeping at night, did you eat today. Orientation x1.

SKIN: Warm and dry. She has a few scattered small areas of purpura dorsum of her hands and forearms. No breakdown noted.

CARDIAC: Regular rate and rhythm. No M, R or G.

ABDOMEN: Scaphoid. No distention or tenderness. Bowel sounds present.

RESPIRATORY: She wants to talk through the exam finally got her to take a few deep breaths. Her lung fields are clear without cough and decreased bibasilar secondary to effort.

GU: Staff report that she has concentrated malodorous urine.

ASSESSMENT & PLAN:
1. The patient sense of unwellness in the face of urinary abnormalities. UA with C&S will be obtained. The patient is able to give specimen in a cup whether she will cooperate remains to be seen. In the interim, I am going to empirically treat her with a broad-spectrum antibiotic of ceftriaxone 1 g IM now. The patient adds at the end of everything that she also has a cough and we will await the results of the UA and just monitor how she is doing on the unit.

2. DM II. A1c is due so ordered.

3. Six-month lab review as last labs the patient had mild anemia, hypokalemic, and given her current weight loss would like to assess her hydration level.

4. Hypertension. The patient’s BP is well within normal range after review of several. We continue on Norvasc 10 mg q.d. but decrease Lasix as she has no edema and has had decreased fluid intake. We will administer only Monday and Thursday along with Effer-K 10 mEq. Additional we will write a p.r.n. order for ABH gel at two additional doses q.d. p.r.n.

5. Anxiety disorder. I am increasing Zoloft to 100 mg q.d.
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